which I saw at St. John's Hospital. A section of one of the lesions in this case showed changes which were characteristic of granuloma annulare but Dr. Haber remarked in his report that they might equally be found in the nodules of rheumatoid arthritis. This patient had lesions on the forearms and fingers. Unfortunately, I saw her only once and omitted to ask her whether she suffered from rheumatism or not.
Both the case shown to-day and my case have lesions which are characteristic of rheumatic nodules, and each has one which is clinically suggestive of granuloma annulare.
These two facts, namely, histological and clinical similarity, do appear to point to the possibility of a common factor. There is, in addition, a characteristic third similar feature, that of distribution over bony prominences.
Dr. F. Parkes Weber: The similarity in the microscopic features of granuloma annulare and the necrobiotic nodules of rheumatoid arthritis, which was generally supposed to be unrelated by xtiology, is made more confusing still by a case like this important one of Dr. Dowling's.
Dr. A. C Roxburgh: In 1936 I showed three cases of granuloma annulare at the meeting of the British Association of Dermatology (Brit. J. Derm., 48, 633). One was typical, but one of the others had lesions on the elbows exactly the same as in Dr. Bowers' case and apparently also that of Dr. Dowling's, and they were diagnosed on the strength of the section as being granuloma annulare. , 40, 699.) At the age of 16 years he was six feet tall, plump, with well-developed genitalia and hair growth of the face and limbs. The skin of the face, chest and back was intensely seborrhoeic with comedones, acne pustules and abscesses. In the armpits and perianal area, large deep abscesses communicated with each other, leaving epithelial bridges, and granulating, puscovered ridges. The buttocks and perianal skin were grossly involved and indurated with subcutaneous abscesses and numerous sinuses.
Four years' continuous local treatment and general measures for his severe anaemia (Hb. 60%) led to some improvement.
In May 1947, Dr. Peter Bishop implanted 300 mg. of stilboestrol, and to-day the effects of this treatment are to be seen. The skin of the face has become fine and delicate, and is no longer seborrheeic. The abscesses of the axilke and perianal area are fewer, and the skin in these regions is less indurated. The breasts are enlarged, the external genitalia smaller, and he has lost his libido.
The pellet of oestrogen has probably been largely absorbed by this time, as is shown by the regrowth of fine, fluffy hair on the face. The areola of the breasts had become diffusely pigmented, but this pigment is now seen as patchy brown areas in the superficial layers of the epidermis, and is being desquamated.
Another interesting manifestation of the declining activity of the cestrogen is the flushing of his face, which was noticeable during the past month. He himself has been aware of this flushing particularly during the afternoon-a symptom comparable to menopausal flushing.
In this patient the effects of implanted (estrogens are observed-namely breast enlargement, shrinkage of the penis and probably the testicles, diminution in activity and size of sebaceous glands, and refinement and feminization of the skin. (Estrogen implant was suggested because of the severity of the disease although the reversal of the sexuality over a period of six to nine months is undesirable. Again it is known from experiments on rats that the germinal epithelium of the testes suffers severely. As far as I know sperm counts have not been carried out over the period of implant to determine if any permanent damage occurs in man treated with cestrogen implants.
However, this patient had been under constant treatment for four years, with periods up to a year in hospital. He was unable to work, and was showing the toxic effects of longstanding and extensive skin sepsis. At one time it was suggested that he might develop amyloidosis, for he lost a good deal of weight, developed an anemia of 60% hiemoglobin and was going downhill.
Dr. H. W. Barber: I have had considerable experience of this method of treatment. In one case of acne conglobata, in whom the condition had been present many years and was associated with the so-called acne keloid on the neck and occipital region, the lesions in the groins and on the buttocks were very similar to those in Dr. Forman's case, and the constantly recurring deep abscesses made his life almost unbearable.
Subcutaneous implantation of stilbcestrol by Dr. Peter Bishop was followed by complete involution of the whole condition. Removal of the pellets was followed by some degree of relapse, but his condition was satisfactory when he was last seen.
Dr. Bishop has treated several cases of severe cystic acne for me by the same method. The effects on the skin may be summarized as follows:
(1) The activity of the sebaceous glands is remarkably diminished.
(2) The pilo-sebaceous orifices are reduced in size and are no longer easily visible to the naked eye.
(3) The slight hypertrophy of the stratum comeum disappears, and the surface of the skin becomes smooth and delicate, like that of a child.
(4) With the diminution of the seborrhcea, the hair of the scalp becomes drier and "fluffy", as in the normal or pregnant female.
(5) Dandruff ceases to form and may disappear without local treatment of the scalp. (6) The comedones shrivel, become desiccated, and may easily be picked out of the follicles with the finger-nail.
(7) Pustules subside, and the indurated and cystic lesions gradually involute. (8) The growth of coarse hair on the face diminishes in vigour, so that daily shaving may be hardly necessary.
The patients, of course, develop a varying degree of gynaecomastia. The areolx of the nipples become deeply pigmented, and on their surfaces may be seen droplets of sweat from the apocrine glands. All libido ceases, and disinclination for physical or mental activity may result. Return to normal, however, occurs rapidly after removal of the pellets. The acne may then relapse to some extent, but in my experience never seriously.
The possible effect of the treatment on spermatogenesis is a matter of obvious importance. Dr. Bishop has done sperm-counts in a few cases and they were normal, but we are both reluctant to advise this treatment except in cases in which severe disfigurement is likely to result from the acne, and in acne conglobata.
Dr. C. H. Whittle: Was there any evidence of tuberculosis in this case? I had a similar case in a thin, weedy man aged 40, whose buttocks were riddled with abscesses and sinuses for years. The infecting organism appeared to be a golden staphylococcus; but when portions of the lesions were removed at post-mortem, following his death from pneumonia, the sections showed a tuberculous structure with acid-alcohol-fast bacilli present.
Dr. Louis Forman: Before the implant the hair on the face was stiff and adult. It disappeared from the face while the implant was being absorbed, and has since grown again but is soft and fluffy.
The abscesses were examined bacteriologically. The acne bacillus and Staphylococcus albus were grown. No moulds were grown from the pus. Examination of the pus and of part of the wall of one of the abscesses revealed no evidence of tuberculosis. (for Professor A. A. MONCRIEFF). W. H., female, aged 3 years 4 months. Perfectly well until April 1947, when lumps on the back of the head were noticed. Two weeks later two more lumps appeared in the palm of the right hand. The child did not complain of pain or discomfort. In June 1947, she appeared well, normal height but slightly underweight. Tonsils somewhat enlarged, but not infected. Small glands palpable in the neck and axille. Four nodules palpable in the left occipital region, one below the right axilla and two on the radial side of the right palm. A faint, circinate rash consisting of pale, pin-head papules was noticed on the abdominal wall (this has disappeared since). Thyroid slightly enlarged. No other abnormal clinical findings.
While in hospital for one week she was afebrile and there was no tachycardia. Red cell count 4,620,000. White cells 8,800 per c.mm. Eosinos. 5%. B.S.R. 7 mm. in one hour. X-rays: No evidence of calcification in the nodules; lung fields clear; heart-slight prominence in the region of the conus.
Biopsy report on one scalp nodule and the axillary nodule (Dr. M. Bodian).-The peripheral portion ( fig. 1 ) ofeach nodule showed a large number of new capillaries and mainly perivascular collections of large rounded and elongated mononuclear cells as well as lymphocytes. Many of the mononuclear cells showed pyknotic nuclei with some mitotic figures, and there were a number of biand tri-nucleated cells present, but no large foreign-body giant-cell types. The central core of the nodule was much less vascular, and showed a definitely nodular arrangement of cells of similar types as above mentioned, as well as an increasing number of fibroblasts. Each nodule showed a degenerated central portion with few ghost-like cells and myxomatous and fibrinoid intercellular material (fig. 2) . One of the degenerated areas contained a fair number of eosinophil leucocytes. The nearer the centre, the more collagen was laid down by the fibroblasts which in parts underwent myxomatous or fibrinoid degeneration ( fig. 3) . Nervous elements could not be found.
The general impression is of a very actively growing granulomatous lesion in the most peripheral or recently developed portions, and more fibrosis and degeneration in the more central or older parts of the nodule. These features indicate an allergic lesion, somewhat reminiscent of a rheumatic nodule.
Progress.-The nodules have increased slightly in size, and fresh nodules have appeared over the sixth and twelfth dorsal spines; at the junction of the sixth right costal cartilage and sternum and two additional nodules in the left occipital region. The nodules are about i in. in diameter and are firm and painless. With the exception of those in the scalp and palm, the overlying skin is freely movable, but the nodules appear to be attached deeply. The child is still in good health; no evidence of carditis; eye examination, fundi and media normal; afebrile; haemoglobin 96 %; white cells 6,200, 1 % eosinophils; B.S.R. 3 mm. in one hour; Blood Wassermann and Kahn reactions, negative; Mantoux 1/1,000, negative.
